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ABSTRACT 

This booklet reviews the role ox school personnel in 
detecting signs of depression and potential suicide, taking 
appropriate actions, and developing and implementing treatment 
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and suicide that may be evident in exceptional children. The second 
chapter provides a research synthesis focusing on prevalence rates, 
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school programs. The third chapter looks at implications for 
practitioners including detecting early signs of depression, 
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individualized education programs. The last chapter looks at 
implications for program development and administration, including 
the need for a conqsrehensive plan through cooperation among the home, 
the school, and the community and promulgation of a comprehensive 
plan for policy, procedures, and training of school personnel. Also 
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Foreword 



EXCEPTIONAL CHILDREN AT RISK 
CEC Mini4Jbrary 

Many of today's pressing social pri>b]ems, such as poverty^ homt^iess- 
ness, drug abuse, and child abustf, are facton» that place children and 
yctuth at risk in a variety of ways. TTtertr is a gniwing need fi>r spedal 
educators to understand the risk factors that students must face and^ in 
particular, the risks confronting children and youth who have been 
identified as exceptional A child may at risk due to a numtNfr of quite 
different phenomena, such as poverty or abuse. Therefore, the child may 
be at risk jjbr a variety of problems, such as developmental delays; debil- 
itating physical iHne^^s or psychological disorders; failing or dropping 
out of school; being Incarcerated; or generally having an unrewarding, 
unprcKiuctive aduUhmKi. Compounding the difficulties that both the 
child and the edticator face in dealing with these risk factors Is the 
unhappy truth that a child may have more than one risk factor, thereby 
multiplying his or her risk and need. 

The strug^ within spedal educatitm Hy address these issues was 
the genesis of the 1991 CEC conference "Children on the Edge.** The 
content for the conference strands is represented by this series of publi- 
cations, which were deveio{^d through the assistance of the Division of 
Innovation and Development of the U.S. Office of Special Education 
Programs (OSEP). OSEP funds the ERIOOSEP Spedal Project, a re- 
search dissemination activity of The Council for Exwptional Children. 
As a part of its publication program, which synthesizes and translates 
research in special education for a variety of audiences, the ERIOOSEP 
Special Pn^ject coordinated the devek>pment of this series of btxiks and 
assisted in their dissemination to spedal education practitioners. 
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Each hook in the series pertains to one of the cimference strands. 
Eiich pnnddes a synthesis of the Hlerature in its area, followed by prac- 
tical sujggrations— -derived from the literature—for program developers, 
adminbtrators, arni teachers. TTie 1 1 bot^ks in the series are as follows; 

• Pn^mmingfi^AggresshH^and Vwknt Students addr^es issues that 
educators and other pnife^onals face in contending with eptsi>des 
of violence and aggression in the schools. 

• Abuse and Neglect of Exceptional Qiildren examines the rc^le of the 
special educator in dealing with children who are abused and 
neglected and thc^ with suspected abuse and neglect. 

• Spccml Health Care in the Schoci provides a broad^based definition of 
the population of students with special health needs and discusses 
their unique eduratlonol needs, 

• Homeless and in Need ofSpeckl Edumtim examines the plight of the 
fastest growing segment of the hometass fKjpuIation, families with 
children. 

» Hiddai Youth: Dropouts from Sfx^l Edumlion addresses the difficul- 
ties of a^mparing and drawing meaning from dropout data 
prepared by different agencies and examines the characteristics of 
students and schiK>ls that place students at risk for leaving school 
prematurely. 

• Bom Substance Expost^, Edumtiaimlfy Vutnerabk examines what is 
known about the long-term effects of exposure in utero to alcohol 
and other drugs, as well as the educational implications of thi^se 
effects. 

• Depre^ion and Suicide: Special Education Studaitsat K/M reviews the 
role of school fHrrstmnel in detecting signs of depressit)n and poten* 
tial suicide and in taking appnipriate action, as welt as the mle of 
the school in developing and implementing treatment programs for 
this population. 

• Langtmge Minmty Stndatts with DisabiUfies discusses the prepara- 
tiim nwded by schoob; and school penkmnel to meet the nee^s of 
Hmited-English-profident students with disabilities. 

• AlCiJwl and Other Drugs: Use, Abu$e, and Disabilities addresses the 
issues invdved in working with children and adi^lescenls who have 
disabling conditions and use alcohol and tither drugs. 

• Rural Exceptional At Risk examine the unique difficulties of deliver 
ing education .services to at-risk children and ytuith with except 
tjonalities whi> live in rural areas. 



• Double Jet^rdif: Prvgtmni mtd Pamttin^ Youth in Special Educ^timi 
addresses the plight of pre^nt teenagers and twnage parents, 
esf>eciayy those In spedal education, and the role of program 
developers and practitioners in responding to their educationai 
needs. 

Background information applicable to the conferenw strand un 
juvenile corrections can be found in another puUication, Special Educa- 
tim m luvenile Correctiom, which is a part of the CEC Mini-Library 
Working with Belmvioral Di^^ders. That publication addresses the 
demographics of incarcerated youth and pn^mising practices in respond- 
ing to their needs. 





1. Introduction 



PmUmns of fiopmssion and sutolth have been tncmaslngly 
e Wcfefif among Norm Amarlcan ehlHIran and yoiOh over iiw 
pa^sovamltiOGatSas. Many of m»HicionfeMatlH> such 
fmOOama an wklent in axcafmonal chRdmn, which 
somettmas may go unnottcaa by both parents and schooi 
professionals. 



Over tht> pa^t sifvirral difcades, th^ problems of depression and nuidde 
have becpme increasingly evident among children and adulescenLs in 
biHh the United Stales and Canada. These problems are now ivcognized 
as serious threats to not only the mental and physical health of gnrat 
numbers of yoong ptfople, but alw their very existence. 

Oiildivn with phyiiical, emotional and a>gnitive disnbilitien are .it 
high risk for depresi«ion and suicide. Many of the factors that have Wvn 
carefully documented in research studies a% being related t<j these 
problems are also ev ident in children with exceptionalities, which some- 
times may go unnoticed by bt>th parents and schiHil professionals. 

The f<^llowing discussion will f^unis tm recent reseaa-h related lo the 
priiblems of depression and suicidal behavior among children and 
adolescents. Some of the suggestions for schiH^I pri»grams will t>e based 
on empirical data, while 4»thei^ will l>e b;ised on what is ctmsidered to be 
the lH?st practice in the field, Spedal comidcration will be given to the 
pmblems of depressicm and suicide in the special education population 
and the roles of the professionals who serve children with diSiibilities. 

The lolkwing topics will be discussed as they relate ta the pmblrms 
of depressitm and suidde in typical children and children with dis- 
abilities: 

r Recent research on dcpa'ssion and suiddal behavior in children 
and adt»lescenls. 

2. The development of schwl programs ft>r prevention and intervene 
tton. 

1 The n>!es of various school professitm;iIs in the in>p)emvntation of 
scht>ol pri>grams. 

While this discussion fLuruses on the sch4»n}'s responsibility in 
providing services to children and youth at risk for depression and 
suidde, it should be nt>ted that these problems are not the respiinsibility 
of the school altme. Successful prevention and treatment programs 



ERLC 



1 

I 0 



requiK thi cooperation and support of all individuals, agaides, and 
Inslitutiom that c»me into contact with "children on the edi^." 

2. Synthesis of Research 

fifisoarcft fslaf Mf (o (fepmaskm mtd suicide among 
^HHimtimwl youth fm fttcradsecT consMarabQf /n mcent 
years, but very me inH>mmm Is evamoe regarOIng these 
f^ol^ems In me special ^uca^p<^UiUon. Most recent 
studies have focused on prevalence rates, risk factors, 
assesmnent te^lques, contagion, ami the outcomes of 
school f^grams. 



Over the last 20 years, there has been a a>nsiderable increase in research 
activity related to depression and suidde among children and adoles- 
cents. Areas of particular interest have been the prevalence rates; risk 
factors associated with suicide and depression; procedures and instru- 
ments for the assessment of depression and suicidal intent; and the 
contagious nature of suicidal behavior. Several recent studies have 
addressed the outcomes of school-based suidde prevenli<in prt^rams. 
Most of the major studies have been conducted or funded by 
governmental agencies such as the National Institute of Mental Health 
(NIMH) or the Centers for Disease Control (CDC). 

There is, however, very Ultle informali<»n regarding depression and 
suicide in the spedal education population (Cueteloe, 1988, 1989b). Very 
few school prt)grams record data relaU^ to the prevalence of depression 
and/or suiddal behavit>r am<»ng students receiving spedal education 
services, the risk factors spedfic to this pt)piilatit>n, or the instructional 
procedures that may serve to alleviate th«ie problems. Moreover, mo^X 
researchers do not include information about schtM>l placements in the 
descriptions of their subjects. In fact some researchers have deliberately 
excluded spedal education students from thdr samples {e, g„ Pfeffer, 
Zuckerman, Plutchik, & Misruchi, 1984, as discussed later). Implicatitins 
for spedal education programs must therefore be drawn from findings 
on groups of children wht>se disability status is nt>t known. 

Prevalence of Suicidal Behavior 

Since the 1950s, there have been dramatic increases in the rates of suidde 
among young people in bt)th the United Slates and Canada. Acddents 
daimby far the greatest number of lives amt>ng children and adolescents 
of all ages, but suidde is the .second leading cause of death among yt>ung 




people ages 15 to 24 in Canada ( Health and Welfare Canada, 1987). It is 
the third leading cause of deatli in this age group in the United States, 
ranking Wow only accidents and homicide (National Center fat Health 
Statistics fNCHSl, 19JI9). Suicide is also the sixth leading cause of death 
among children ages 5 to 14 years in the United States (NCHS, 1989). 
These statistics show that suidde is rare in children under the age t>f 15, 
but in the 15- to 24-year age group the rate increases with each of the 
teen years, reaching a peak at age 23 (Shaffer, Garland, Gould, Fisher, & 
Trautman, 1988). 

According to the most current statistical information available 
(NCHS, 1989), the 1987 rate af suicide was .7 per 100,000 among 
youngsters aged 5 to 14 and 119 per 100,000 among those aged 15 to 24. 
Althouj^ there is limited official inft>rmation regarding children under 
the age of 5, suidda! behavior has been refwrted for this populatitm 
(Pfeffer, 1986; Rosenthal & Rosenthal, 1984). 

The problem of youth suicide is not restricted to North America. 
There have also been unmual increases in the rates of suicide among the 
young In other countries, including Australia, Austria, Denmark, 
England, Finland, Israel, japan, and Sweden. 

i^though the official statisdcs are sufficiently alarming, it is general- 
ly accepted that, because of the sodal stifpna attached to suicide, the 
.statwtics may be inaccurate. Many suicides are misrepcjrted or under- 
reported. The suiddes of yt)ung people, m particular, may W reported as 
accidental deaths or as deaths from so-called "undetermined" causes 
because of (a) the widely held belief that children rarely intend to kill 
themselves; (b) an attempt to protect the survivors from the stigma of 
suidde; and (c) the predominant religitms beliefs of a particular countr)' 
or culture (Hawton, 1986). The actual number of suiddes may be twi> or 
Ihive tinws greater than official statistics indicate (American Psychiatric 
Assi>dation, 198S). 

It is generally accepted that for every a»mpleled suidde ihert may 
be as many as 100 in 2W attempts, many of which are not a-jnirted to 
authorities. Since 1977, over 5,000 youths have killed themselves each 
year in the United States alone (Moore, 1986). Based on the number of 
reported suiddes, the number of suidde attempts by young pet)ple in the 
United Slates each year may thereft)re range from 500,000 tt» 1,(XX>,(XK). 
These estimates of suidde attempts do m>t take into account thai, for ihe 
reasims just noted, many suicides are nt>t reported, 

CDC Report m Youth Suicide. In November, 1 986, the Centers t«»r Disease 
Contntl (CDC) uf the U. S. Department of Health and Human Services 
issued a surveiUance rep<»rt on suidde deaths anutng young {xroplc in 
the United States ages 15 tt» 24. The rept)rt contains an analysis uf vita) 
statistics based on death certificates and provides information on trends 
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in youth suidde from a nation^ }wrspw*J The foUciving are sci,ne cif 
the findings repiirt^ in the CDC (1^) document; 

1. Over the 3l^yearperiod from 1950 to 1980, thesuidde rate Increased 
from 43 to 12.3 deatiis per 100,000 In the population of 15- to 
24^yearK)ldH. Between 1970 and 1^, the suicide rate in that age 
group increased from 8.8 to 12.3 deaths per 100^, During that 
{^riod.the rate for the reminder of the population remained stable. 

2. During the 30-year period, the year that showed the highest rate of 
youth suicide was 1977. The rate for tfiat year was 13.3 per UWKK). 

3. The inoeose in the rate of suicide among young people is due 
primarily to an increase in the rate among young males. The rate 
formalesagesl5to24increasedby50%(fniml33to20,2perl0(U>tX) 
jHipulatttin), The ratio of suicides aimmitted by males to thi^ 
committed by females wjk almost 5 to 1 in Uiis age group by 1980. 
Miist of the young male victims were white (89%). Suicide rates fi>r 
young African-American males and thojw? t^f other races also in- 
creased (2i)2%), but the rates remained lower than thi»se of young 
white males* 

4. The rate for all young females increased by 2% during the periiui 
from 1970 to I^^- The rate for young white females increased by 
9.5%, but the rate for African-American females and those of other 
ract^ decreased by 34.1% and were lower in 1980 than in 1970 

5. The suicide rato for yt»ung pet>ple ages 20 to 24 (16.1 per I(HM«K>) 
during the period from 1970 to 1980 were consistently higher than 
the rahfs for those ages 15 to 1 9 (8.5 per 1 W,0(X))- During this peri<Hi, 
however, the rate of increase was greater for the younger grt)up. 

6. The most frequent method of suicide for males ages 15 to 24 years 
of age was firearms and expU>sives (primarily firearms). The second 
mmt common method for males was hanging, strangulation, or 
suffocation. The primary change over the peric^i from 197t) to 1980 
was an increase in the use of firearms and a decrease in poisoning. 
There was also a marked increase in firearm suicides amcmg young 
females, accompanied by a decrease in suicide by poisoning 
(primarily by drugs). 

Limitations of the CIX: Study. Certain limitatitms have been re- 
lated to the use of vital statistics information in planning for suicide 
prevention activity (CDC, 1986). The variables reported by NCHS (which 
are drawn from death orrtificates) include age, race, sex, place of 
residence, place of occurrence of death, date of death, and causae of death. 
There is no information regarding the victim's personal or family history 
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of suidde^ mental illne»s, or substance ahmv; physicaJ illness or dis- 
abilityr; famUy structure; Hiick^ecxinomic status; or recent life d^nges. 

There is also a time lag of 2 to 3 years resulting from the cumnt 
system for coU^rting vital sta^tics data from cities, counties, and stat» 
and subsequently compiling them in a national center (ClXr, 1996). This 
system does not support timely monitoring of trends or the swift detec- 
tion of increases in rates in discrete or localized areas. States or 
communities that cdlect stiidde data within their own furi^ictions may 
be able to detect increases in rates more quickly and initiate Intervention 
in a more timely fashion, 

Unqffkml Sbtti^ksil Jnpmatim. Statistical information regarding suicidal 
behavior in children and adolescents, while not official, can be derived 
from the numerous studies that have been conducted on this topic. 
SeverrJ researchers have reported information of particular interest to 
educators. 

Suicidal Hioughis and Attempts* According to the r^ults of a 
recent Gallup Poll released through the A$Si>dated Press, one third of 
1^52 American 15- to 19-year-olds have thought about suidde, 15% have 
seriously ctmsidered kiUtng themselves, and 6% have actually made 
att#;mpts (Peterson, 1991). 

Suicide attempts kad to the hospitalization of an estimated 12,lW 
youngsters a^s 14 and under in the United States each year (Berman, 
1^; Matter & Matter, 1984). Many other attempte (as many as 7 out of 
Bin this age group) do not require medical treatment and are therefore 
not included in this estimate (Berman, 1986). Among high schcK^ age 
youngsters, approximately one fourth of attempts require emergency 
treatment (Peterson, l^^l). Hospital personnel have noted that previous 
unreported attempts often i^ea>n^ known when a more serious attempt 
requires medical attention* TTie great majority of completed suicides are 
by individuals who have made previous attempts. 

Suicidal Behavior in Young Children^ Suiddal twhavior has been 
noted in very young children (Pfeffer, 1986; Rosenthal & Rt^enthal, 
1984)^ but there is a paucity of oftidal data regarding the rates of suicide 
in this population. Suicides of very )^>ung children may often be either 
undetected or unreported* The self-inflicted deaths of children under the 
age of 10 are generally classified by NCHS as accidents (unless there is 
conclusive evidence to the contrary) because of the prevailing belief that 
yimng children do not undet^tand the finality of death. 

Rosenthal and Rt>senthal (1984) examined 16 preschcx>lers, ranj^ng 
in age from 2 1/2 years to 5 years, who were referred to a university child 
psychiatry outpatient dinic after seriously injuring themselves or at- 
tempting to do so. Of these children, 13 had made multiple suicide 
attempts using methculs that included setting themselves on tire^ ingest- 
ing prescription drugs, jumping from high places, running into fast 
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traffic jumping into water, headbangjng, and throwing themselves 
down stairs. When asked about the circumstances of their injuries, these 
children expresa»i a desire to d^. 

Suicidal Behaviors Among Typical Children and Youth. Heffer 
and cofieagues {l9Si) studied the prevalence of suiddal behavior in 
children with no history of psychiatric problems. A random sample of 
101 children a^ 6 to 12 was selected from the schooi rosier of 1^ 
typical preadolescente m a metropoUtan community of over 100,{XX) 
people. All children attending special education classes for either emo- 
tional disturbances or neurological impairments were excluded from the 
study. 

Although the subjects had no history of psychiatric disorder, ap- 
proximately 12% had suiddal tendencies. All of the children and at least 
one parent of each (usually the mother) were interviewed by either a 
child psychiatrist or a child psychokijjist who used a semistructured 
approach. The children were asJaed specific questions about suicide, such 
as, "Have you ever thought of hurting yourself? Did you ever think t)f 
committing suicide? Did you ever try to ctjmmit suickJe?" (Pfeffer et al, 
1<J84, p. 79). The suicidal ideas or actions reported by the chUdren were 
.•iimtiar to thi»se expressed by young pychiatric patients in previous 
studies (Cohen-Sandier, Berman, & King, 1982; Pfeffer, Conte, Plutchik, 
& jerrett, 1979; Pfeffer, Stilomon, Mizruchi, & Weiner, 1982). Parental^ 
depression and suiddal behavi{»r, espedally anwing the mothers, were 
common in the group, and tme half of the chiWren showed signs of 
depression. According to Pfeffer (1986), these findings suppi»rt the need 
for early recognition of suiddal tendendes because, until the children 
were interviewed for the study, they were not known lo be having 
prt>blems. 

Risk Factors Related to Youth Suicide 

Children and adolescents with emotional and behavioral disorders and 
other disabling ct»nditions are at greater risk for suiddal behavii>r than 
youn^ters without disabilities. A re.searcherat NIMH has estimated that 
over 90% of suiddal children and youth have associated serious 
psycWatric illnesses (Blumenthal, 19%), the most common of which are 
conduct disonier, depression or bipolar illnes-s. abuse of drugs or alcohol, 
and psychosis. Depression, in particular, has been found lo be a primary 
risk favtor related to suiddal b^havkir in children and youth. 

RecetU Studm of Risk Factors. Blumenthal (IWO) has identified five risk 
factor domains for compk;ted suicide (as opposed to suidde attempts, 
threats, or ideation) in young people and has suggested that the presence 
and overlap of contributing factors from one or more of these domains 



"15 



increase the risk of sukkie. Hie domains and contributing factors^ as 
listed by Kiunenthat include the fbUowing: 

1. Sododemc^raphic factors: white male/ Native American^ older 
youth, and history of suidde attempt 

2. Psychiatric diagnosis: conduct dfeorder, mood disorder (particular- 
ly bif^ar iibi^), sul^tan« abuse, and i^ycho^s. 

3. Psychosocial, personality, and environment^ factors: history of 
early low; more stre^ful and r^gative life events; ^posure to 
suidde; physic^ or sexual abuse; poor soda! supports; unwanted 
pregnancy; early marriage (particularly for femaJes); delinquency; 
incarceration; running away from hoioie; chaotic family environ- 
ments; the premice of certain medical illn«^ses (induding epilepsy 
and acquired immun(K!e6dency syndrome); and certain per- 
sonality traits (aggressivity, impulsivity, wgnitive rigidity, 
excesave perfectionism, and hopelessness). 

4. Genetio^amilial variables: biolo^cal relative of suidde vicHni (espe- 
cially identical twin or first-degree relative). 

5. Biological correlates: decreased serotonin level, decreased growth 
Iwrmone secretion, decreased corticotropin releasing factor, and 
certain perinatal factors (including hypK>xi*i at birth). 

One of the most recent ^ivernmental reports on risk factors related 
to suidde among children and addescents Is that a subgroup of the 
Secretary's Task Force on Youth Suicide of the Department of Health and 
Human Services, This task gn>up listed the following as the biochemical, 
psychological and social factors most closely linked ti) youth suidde 
(Davidson & Linnoila, 1991): 

1. Substance abuse (both chronic and acute) in the context of the 
suiddal act. Substance abuse was alw fimnd to be related to the 
exaceri^ation of concurrent psychiatric disorders, which are also 
risk factors. 

Zr Specific psychiatric disorders: affective disorders (particularly 
depression), schizophrenia, and bordertine perscmality dist^rders. 

3. Parental loss and family disruption. 

4. Familial characteristics induding genetic traits such as predLsp>si- 
tion to affective illness and the effects of role modeling. 

5. Low concentrations of the serotonin metabolite 5-hydroxyin- 
ddeaceticadd (5 HIAA)and the dopamine metabolite homovanillic 
add (HVA) in the cerebrwpinal fluid. 
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6. Other factors indu<laig homi^xuality, being a fritfnd or famUy 
member of a suidkie victim, rapid sodcKrultiiral change, prevfous 
smddal behavior, imptibivenm, aggres^venws, media emphasis 
on suicide, and access to lethal weapons (espedally guns). 

In a recent review of research, Pfeffer (1989) Ssted certain variables 
asscKsated with suiddal l^havior m diildren and adolescents who were 
hospitaliwd because of thdr suiddal thoughts and actions, Tht»e vari- 
ables indtKied the fdlowing: 

1. Depressive disorders, peisondity distirders, and substance abust?. 
Z A sense of hopelessness, 

3, Preoccupation with death (with few alternative tii death as a 
solution), 

4, Health problems (including previous hospital admissions for medi- 
cal and surgical ti^atment)* 

5, Prtiblems with family and friends. 

6, Parental depression, suiddal behavii^r, and violence. 

7, Prevalent and frequent suiddal behavior. 

Repetition of suiddal behavior after a hi>spital stay has been found 
to be assodated with (a) not living at home; (b) the severity of the initial 
suiddal behavior; (c) age and gender (with repetition more prevalent 
among the older males and younger females); (d) stress and loss; and 
(e) social agency contact (Cohen-Sandier et nU 19fG; Haw ton. Cole, 
CTGrady, & Osborn, 1982; Hawton, aCrady, Osbom. & Cole, 1982; 
Pfeffer, 1989). 

Race, Social Status, and Ethnicity » Risk Factors for Suiddal 
Behavior* Pfeffer and her assodates (Pfeffer & Plutchik, 1982; Pfeffer, 
Plutchik, Mizruchi, & Lipkins, 1985) studied a>nsecutive admissions to 
bt)th munidpal hospital psychiatric inf^tient and outpatient units and 
similar units in a voluntary hospital setting. They found similar 
prevalence figures for suiddal behavior in children from different sodal 
fitatiis backgrounds and racial and ethnic groups. These researchers 
concluded that race^ ethnidty^ and sodal status are not major factors in 
determining the prevalence of suiddal behavior in children (Pfeffer, 
1986), Other researchers have suggested, however, that Native 
American youth are at high risk for suiddal behavk»r (Blumenthal, 1990; 
Brent &Kolko, 1990). 

The Continuum of Suiddal Behavior. Researcheni havt? found 
that there is a continuum of suiddal behavior in yoimg people that 
indudes suiddal ideas, threats, attempts, and completed suidde (Pfeffer 




et aL, 1979, l^, Pfeffer, Solomon, Plutchik, Mkruchi, & Weiner, %9S^ 
Pfeffer el al, 1984). Swdde threats, gestttres, and ideation are therefore 
aSi generally considered to be wambig signs of potential suicide. 

I^presshtii^ a Ri^ Factor prSuiddalB^um^. A numiwr of studies have 
confirmed that duMren and adolescents with depresshw disorders are at 
high risk for suiodal behavior (Carlson &CantweIl198Z; Cohen-Sandier 
et al., 1^' Dyer & Kreitinan, 1984; Pfeffer et al., 1979, 1984; Pfeffer & 
Hutchick, 19^ Robbins & Ale^i, 19^. Depression has also been found 
to be significantly more severe among suiddal children than among 
nonsidddal children {Carlson & Cantwell, 1^- Pfeffer et aL, 1 984). The 
well-documented link with suicidal behavior is the most serious feature 
of depression in children and adolescents. 

Prevalefwe cf Depression in Ute General SdmA-Aged Popuktimi. Estimate 
of the prevalence of depression among the general sdiool-aged poptda- 
tion in the United States havt? ranged from 1.8% (Kashani et al, 1983) to 
13.9% (Pfeffer et al., 19B4), with higher rates among older chUdren and 
adolescents. A study of the general population on the Isle of Wight in the 
British Isles revealed that 13% of 10- to 11-year-old chiWren showed a 
depressed mood at the time of interview (Rutter, Tizzard & Whitman, 
1981). A reassessment of the same population at ages 14 to 15 revealed 
that over 40% reported sul^l^tiat feelings of depression. Rutter and 
others have suggested that the higher rates of depression in adolescence 
may more a function of physical cognitive, and emotional changes 
related to puberty than of chromikigical age (Kaplan, Hong, & Weinhold, 
1984; Rutter, 1986). 

Although there is very little statistical information available on 
depression in younger chiWren, it is now evident that even very young 
children can develop this dtsonler. Depression can be reliably diagnosed 
in chikiren as young as 6 to 8 years (Puig-Antich, Blau, Maix, Creenhill, 
& Chambers, 1978; Zahn-Waxler et al., 1 988). Researchers are also inves- 
tigating the correlates of depressive symptomology in infants (e. g., 
maternal separation) although the parameters of this phenomenon are 
not yet clear (Trad, 1986). 

Prevalence of l>pressiofi in the Sjkxial Education Population. Very little 
information is available regarding the prevalence of depresskm in stu- 
dents who receive special trducatkin services. This is, however, an area 
of considerable recent and current research mterest (Cullinan, Schioss, 
& Epstein, 1987; Fomess, 1988; Maag & Rutherftjrd, 1988; Maag, Ruther- 
ford, & Parks, 1988; Mattlwn, Humphrey, Kales, Hemit,& FmkenHnder, 
1986; Stark, 199t^. 

Estimates of the prevalence of depresskm among chikiren and 
youth with feaming and/or behavioral problems tend to be higher than 
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tl^w dted lor the gpeneial jK>piilal^. Through interviews wiUi diiMren 
and their parents, Weinberg, Kutmaiv SulKvan, Penidc, and Dietz (1973) 
found that 49% of children who were referred to an educational diag- 
nostic dinic were depressed at tl« time <rf the interviews aiKi an 
ddditionai 10% had l^en dejnttSMed at a pmHknis time. More r^ently^ 
Wehibeig ami Rehmet (1^3) fefH>rted tiliat over half the dtUdren ad- 
ntitted to a sdiixd for students with spedHc learning debilities had a 
depressive disorder* Mattimn, Humf^irey.. Kales^ Hemit^ and Finken- 
binder (1986) reported that 2a9 % of chikiren and 50% of adolescents 
who were referred for (K^ssible placement in spedal ediicatk^n met 
criteria for a diagnc^ of depression. Forneys (1^) has estimated that 
5D to 60% of the spedal ediKation poputation may have symptoms of 
depression in addition to other diffiailties such as learning disabiHties or 
behavioral disorders. 

Barriers to Specml Education Identifkutimt of StudefHs with rkpressim. For 
a variety of reasons^ children with symptoms of depression may not be 
referred for spedal education as^^essment and services (Guetzloe, l%9b; 
KauffmaOr 1989; Starke 19W). In particubr, ]^fted children with depres- 
sion — or chUdren wlw do not also exhibit sy mpton^ of another disonier (e. 
g., conduct disorder ot oppositional de0ant dis<^er} and who therefore do 
not disturb otters— may l^weitocdced in the schod referrsd proce». 

Stark, KendaO, and Rouse (Stark, 1990) devekiped a ''multiple gate"" 
process, imng both checklist and interviews for identifying depr^sed 
youngsters in the school They found that fewer than 5% of the children 
identified through this pn^ss as having symptoms of depression had 
been classified by the schools as emotionally disturbed. 

Coexistefu:e of Depr^imt with CHher Emotimal/Behaviorsl or Lmmm^ Dis- 
order$. Depression may coexist with other childhcKHi and adolescent 
mental disorders such as anxiety disorders (i^paration anxiety, over- 
anxiom disorder, and avoidance disorder), conduct di^nier, oppositional 
defiant disorder, psychoactive substance abuse or dependence, or phobias 
(American PsycWatric A^odatkin, IW; Gelter, Ctesfcnul^ Miller, Price, & 
Yates, 1^; Puig-Antich, 1^^. Depression Ims ako teen found to te 
assodated with a variety of other long-Iasting tehavtoral problems such 
as impaired relatiomhi{», jw)r communication, high irritability, 
lack of warmth, and parent-child h<^tility (Lukem et al„ 1983). Because 
of these relationshif^, authorities often suggest that a chiW evaluated for 
any tjrpe of psycb'atric disorder should also te evaluated for depression 
and suicidal tendencies (Pfeffer,1986). 

Several authorities have also observed that children with learning 
prd>lems may te at hig^ risk for teth depression and suicidal teha vior. 
Researchers have noted relationships between cognitive defidts and 
depressfon (Brumback, Staton, & Wikon^ 1980) and tetween diminished 
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(»t^in-»}Iving ainlities and sukidal behavior (Levenson & Neurii^r, 
1971). 

In a pilot study of all children under the age of 15 who had com- 
mitted suidde in Los Angeles County during a 3-year period (14 
youngsters), it was found that 7 (50%) had previously been diagnosed as 
having learning debilities (Peck, 19BS^ Pfefier (1988) has dted depres- 
skm and sinddal bel^vicH' as spedal problnns of children with learning 
disabilities who are exce^vely stressed by the demands of school. 

Depression m Children with Medkel Prabtems, Best and Stark (Stark, 1990) 
have noted that chiklren with medical problems often face extreme 
and/or chronic stress, which places them at risk for depressitm. Estimates 
of depre^n among children with medical pn^iems range from 7% in 
geno^ medical patiente to 23% in ortiKipedic patients (Kashani, Venske, 
& Millar, 1981). Ung, Oftedal, and Wdnbeig (1970) reported symptoms 
of depression among 40% of a sample of children who pre^nted for 
medical atlentron for headaches, which may have been symptomatic of 
otherphysical problems. Stark (1990) has noted that some of these studies 
have refXMled only the prevalence of major depre^ion in their estimates, 
so these figui^ may be underestimates. 

Kaplan and Sadock (1990), in their Pocket Hmidhoc^ of Ps\^dmtr^, 
have included a listing of medical diseases associated %vith depressitm, 
inchiding endocrinopatlues and metabdic disorders (e. g., diabetes and 
hypoglycemia), viral infections (e.g., influenza, hepatitis, and viral 
pneunwnias), rheumaltiid arthritis, cancer, central nervous system dis- 
orders, metal intoxication, and disabling diseases of all kinds. Some of 
the conditk>ns listed may be temjwrary problems (e.g., viral infections), 
but «jme may be diagnosed as the primary disability in youngsters with 
health impairments. 

Assessment of Depression and Sutefdal Behavior 

For many years, the primary method of assessing depression and/or 
potential suidde has been the dinkral interview, but researchers now 
believe that a combination of methods and instruments should be used 
for an accurate assessment and that the clinical interview alone is insuf- 
fident. Recent research in the area of assessment of depression and 
suiddal risk has focused on the development and validation of checklists 
and protocols to be used in addition to interviews and medical teste. 
Biochemical and physiological correlates of depression and suiddal be- 
havior have also Iwen studied by r«earchers in the fieW of medidne, but 
most of these studies have been conducted with adults and the findings 
may not Iw applicable to chikiren and adolescents. Reviews of recent 
research on biological correlates of depression and suiddal behavior 
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have been fun^hed by Aj^berg (1991), Stanley (1991), and Meltzer and 
Lowy (1991). 

Symptm$cfDefm^min(^ildmtamiM^ Aaanding to the third 
edition of the Dkg^H^ic mid Stuti^ical Manual (DSM41I-R) of the 
American Psychiatric Assodation (1987), children n^nifest depression in 
a manner anriogous to that of adults, with some developmentaBy ap- 
prPpriate differences and some age-sp«ific associated features. For a 
diagnc^ of major depresswe episode, a deprei^ mood or the loss of 
interest or ple^ure must bs evident. At least five of the following nine 
symptoms must have been evident nearly eveiy day for at h?ast 2 weeks 
and must represent a change from previoi^ functioning: 

1. Depressed or irritable mood, 

Z Loss of enjoyment or interest in m>rma!Iy pleasurable activities 
(apathy in ytiung children), 

3. Change in weight, appetite, or eating habits (or failure lo make 
expected weight gaim). 

4. Problems with sleeping (insomnia or hypenwimnia). 

5. Psychomotor aj^talion or retardation (hyfK?ractivity in childam)- 
6l Loss of energy or feeling of fatigue. 

7. Feelings of worthlessness or excessive or inappmpriale guilt. 

8. Diminished ability to attend, think, or cimcentrale (or indidsive- 
ness). 

9. Recurrent thoughts of death or suicide. 

For a diagnosis of dysthymic disorder, symptoms of depression that 
are not of sufficient severity and duration to meet the criteria for major 
depressive disorder may have been present for a period of ! year. There 
could be occasional periods of normal nmyd for no more than 2 months 
at a time. 

The DSM-III-R also includes a listing of characteristic behaviors, 
emotions, and thoughts that are specific to certain age groups. The 
folk) wing are age-spedfic features of depressive disorders of chiklhiH>d 
and adolescence: 

L In prepubertal children: somatic complaints, psychomotor agita- 
tion, and mood-congruent hallucinations (usually a single voice 
talldng to the chiW), 




Z In adjJescents: school difficulties; negativistic or frankly antisocial 
behavior; use of alcohol or drugs; restlessness; grouchiness; aggres- 
sion; sulkinew; withdrawal from social activities; refusal to 
cooperate in family ventures; inattention to perM>nal appearance; 
increased emotionality; feelings of wanting to leave home or of not 
being understood or receiving appnwal; and sensitivity to refection 
in love relationships. 

OKCkiists aid Protocds for the Msesmait of Dtfresshn. The search for 
appropriate saeening and assessment instruments has resulted in a 
proliferation of checklists and proUKols, Matson (1989), Pfeffer (1986, 
1989) and Stark (1990) have reviewed and critiqued a number of instru- 
ments that are currentiy used by clinidans in the diagntisis and 
assessment of depression, suiddal Iwhavior, and related risk factors. 
These instruments can be classified as self-rept»rts, guidelines for obser- 
vations, and protocols for structured interviews (See Chapter 3 for 
further discusaion). 

The Risk Assessment Committee of the American AsstKiation of 
Suicidology recently conducted a national survey t<» determine what 
prooffdures fi>r suicide assessment are in current use and how satisfied 
clinidans are with those pn>cedures. Preliminary analysis t>f the findings 
indicates that clinicians are not satsified with existing assessment tech- 
niques and wt»uki use new ones if they were available (Eyman, Jobes, & 
Yufit, 1989). According to one of the researchers, "No single assessment 
can adequately evaluate suicide potential" (Yufit, 1991, p. 153). The 
Committee is proptwing the development of a suicide assessment battery 
consisting of a focused interview, a suicide screening checklist, a aiping 
abilities questionnaire, and a time questionnaire. A secondary suicide 
assmment battery currently includes the Actual-Ideal Self Q-Sort, Ex- 
periential Questionnaire, Draw-a-Person in the Rain, and the Inventory 
of Psycho-Social Balance. Some components t)f the battery have already 
been developed and are currentiy h>etng field-tested. According to Yufit 
(1991), they will pn)bably require revi.si»ns but shtjuld be available ft>r 
use by 1999. 

It should be clearly understiH>d, however, that these instruments 
have been designed for use by clinicians who are trained in the diagntwis 
and assessment of mental distirders- Ctimiderable experience in i??neral 
interviewing, as well as training related to the use of the specific instru- 
ment, is a prerequisite to their use. 

The Problem of Suicide Contagion 

The amtagious nature of suicide, particularly as it may affect children 
and adolescents, has been and amtinues to be the subjifct of considerable 
professional debate. Most of the recent research has focused tm (a) the 
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relationship between suiddal behavksr in young f^o^ and media 
plantations of this topic and (b) the phtjnonttfnon of suicidr dusters (a 
series of suicides tbAi are iib»dy rented in tenns of time or totion). 

Several studies have shown that tiiere is a ^gnificant rdatioi^hip 
between media coverage of suidde and temporary increases in suicide 
rates^ |:mrtjkruiariy among teeni^rs (Bdkn & HiiOips^ Gould & 
Shaffer, 1^ Philfips, 1974, 1979; Philfips & CanHensen, 1^). In repUca- 
tion studies, however, either no si^iificant effect were found (Phillips 
& Paight^ 1^7) Of the effect appeared to be significant only In o^rtain 
geographical locations (CouU, Shaffer, & Kleinman, Coleman 
(1986, 1987), who has conducted a review of both recent and historical 
suicide clusters, notes dwt while the causes of clusters are still unkiwwn, 
they appear to Iw related to the news media's attention to suicides. 

At a recent annual conference of the American As^)dat]on of 
Suidddogy (AAS), David Phillips, who has done extensive research on 
the relationship between youth suicide and media presentations, 
provided the following synthe^s of research findings, which appeared 
in the AAS Nai^link (Pfeffer, 1989): 

1. There is a significant Increase in youth suidde after a front page 
news Miiry about suidde. The effect is greatest in the IcKatitm in 
which it was publidwd and is directly related to the number of days 
the suidde was discussed in the news. 

2. Suidde rates may increase after fictional accounts of suicide. 

3. The more spedfic the headline, the greater the increase after the 
story. 

4. There are similariti^ between the suidde victim and thtvse who 
commit suidde immediatirly after the story. 

The AAS Public Inft^rmation Committer has de\ifh)ped guidelines 
for the media (and for individuals making public presentations on the 
topic of suidde) aimed at lessening the contagious effects of suidde 
reports. Aca^rdtng to the AAS (see "Restiurces" for address), the fi^low- 
ing should be avoided or minimized in news reports and presentations 
(and particularly in headlines): 

1 . Spedfic details of the method. 

1 Descriptions of suidde as unexpiainable (e. g., ''He had everything 
to live for *). 

3, Romantidzed versions of the reasons for the suidde (e. g., "We want 
to be together for all eternity"). 
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4. SimpiistJc reaHms for the suicide {e.g., *Boy commits suicide be' 
caufae he has to wear braces.*). 

The AAS media guideline abo suggest that reports should not 
make the victim seem ddmirabie, nor should they approve of the suicide. 
The imitative effect may be reduced by (a) printing the story on an inside 
page^ (b) printing below the fdd, if the sti^ry must appear on the front 
pagS' (c) avoiding the woid sukide in the headline, and (d) avoiding 
printing a picture of the person who committed suicide. 

7?tr Outcomes of Schocd Suiddc Prevention Progmms. Since 1983, the legis- 
latures in a number of states (including California, Connecticut, Florida, 
Marj'land, New jersey. New York, Rhode Island, and Wisconsin) have 
passed laws requiring or supporting suidde prevention activity in the 
schools. Lawmakers in Canadian provinces have also pushed for support 
for suicide prevention prtHpijn. Wh^-re there were no state or provincial 
guidelines, Iwal a»mmunities and 5ch<>ol districts established their own 
programs aimed at the prevention of youth suicide. Among the many 
tocal programs are those in Daytou, Ohio; Denver, Colorado; Fairfax 
County, Virginia; Houston, Texas; ahaca,New York; Minneapt>lis, Min- 
nesota; Salt Lake City, Utah; and Vancouver, British Columbia. 
Aca>rding tt> the AAS, there are now mote than 1110 school suicide 
prevention programs in the Umled States, as well as a number of others 
in Canada. I n addition to these programs, which are specifically designed 
for suidde prevention, there are many <»thers that include .suidde 
prevention informatitm in a unit or mtKiule on mental and emt>tional 
health. 

Schtx)! suicide prevention programs vary considerably from district 
to dishict but they generally pnwide for (a) detection of warning signs 
of potential suicide; (b) reporting and referral to appropriate individuals 
ami a^ncies; (c) intervention by teachers, staff, or peers; and (d) instruc- 
tion for students, faculty, staff, and parents. The programs may also differ 
considerably in terms of (a) the setting in which the material Is presented ; 
(b) the time allotted to instruction; (c) the type of material presented; (d) 
the expertise of the instructor; and (e) the fmandal and human resources 
available. 

The rea<tioas<»f teachers and other .schiK>l penHinnel alsi» vary ti> a 
considerable degree. Some teachers and counsek>rs are comft)rtable with 
the topic of suidde, while others are afraid of parent disapproval, law- 
suits, or the possibility of contagkin. 

Although there is an obvious need to evaluate sch<K»l prt>grams for 
both efficacy and safety, many of these prtigrams have been initiated 
without an evaluation component ({ones, 1989). According to a survey 
by Smith, Eyman, Dyck, and Ryerson (1987), m> evaluation procedures 
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were Included in 7S% of peer support prngraim, 40% of curriculum- 
based ]m>grains, and 61 % of crisfe interventhm pn^ams in the schools. 

Shaffer and associates (1990) conducted a contn^ied evaluation of 
three suicide prevention titirict^ delivered to 1,4% students in the 9lh 
and lOtfi grades. These researchers found that attempters who were 
exposed to prt^ms were (a) significantly less likely than nonattempter 
peers to rmtmmend the presentation of the prograim to other students 
and (b) significantly more Ukdy to Indicate that talking about suidde in 
the da^room makes students more likely to attempt suicide. The results 
surest that the programs are failing to affect attempters in the desired 
direction and that the presentaliom may actually mala; tht»se students 
most at risk for suiode more Iil«ly to make further attempts. Based on 
preliminary data from this study, Shaffer (1988) called for a moratorium 
on curricular presentations of material on suicide and recommended 
Instead that schools should concentrate on priJviding individual asMs- 
tance to students who are most at risk for suidde. 

Summary 

Recent research on suidde and depression anu>ng young pet>ple has 
focused tm the prevalence of suicidal behavior, risk fach^rs assodated 
with suidde and depressii>n, procedures and instrument^ for the assess- 
ment of deprcsskm and sukidai intent, the probkm of amtagiim, and 
the outcomes of schtwl programs. Some of the metre recent findings were 
discussed in this chapter. Very little information Is available regarding 
depressttm and suidde in the speda! education populalkm. The results 
of other research spedfically related to the devebpment and implemen- 
tatum of school programs for children at risk for depression and/or 
suidde will be dted later in this b<n»k. 
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3. Implications for Practitioners 



me prftitaiy roles of ecftool pBrsfmnel are fo dete^ Hie 
styns ottiafHwslon anti sutokia; notify pman^ melee 
Bpf»oi»ia^ refyna^ to sohot^ and oommunUy naourcas; 
as^ hi MtouMip afiar a thraat, aftamf^ ar compfefecf 
sulckia, and fmvMe for ^mUnuad auj^rt for a cfepreseecf 
or sulcfdat sfudant witMn tha school In addition to ttiasa 
rasponsliilWilaa^ aprolal at^tcatton parsonnal may lievB 
offiers mtoMtoHtenUttcathn ofda/vasaad wautofdal 
youngstara wHh disaittatlaa and llie provMon of apf^priata 
IndMdualizad aducatkm programs. 



Thv primary rules of all schcx)! personnel are to detect the signs of 
depression and potential si^dde, to make immediate referral to the 
fXintact j^rson within the school, to notify parents^ to secure assistance 
from school and aimmunity rewurowi, and to assist, as members of the 
support team, in foUomip activity after a suicide threat or attempt. The 
responsibilities of spedal education and andUaiy per^>nnel also include 
the a>mpiet}tm of a comprehensive assessment of a student referred 
because of symptoms of depressicm and/or suidda} behavti»r. 

If the student qualifies for special education services, an individual- 
ized education program (lEP) must be developed that prt)vtdeH for 
addressing the problems noted in the assessment Special education 
would then assume responsibility for the implementation and evalua- 
tion of the educational program. There are certain other implications of 
research findings that are sprcifically related to working with children 
with disabilities who are also at risk for depression and suicidal behavior. 
These implications are listed and discu^d below. 

Authoritivs ^mcrallif agnx timt the pm^latcv of dvprv^hii and potettiial 
mcuie is hi^ier amoftscftildreft with excepthmlities tfmn amon^ the^^^mrai 
schooi populsjtioft. Special educators should be aware that many excep- 
tional students — particularly those with emotional and behavioral 
disorders — may be depressed and potentially suiddal. Many of the risk 
factors associated with suicidal behavior are prt*sent in the lives of 
children with disabilities. 

Man^ depressed aitd/or fH)tefttia!t^ suicidal }fl)ung:^tcrs are not brou^it to the 
attentioft of special education prvfesswfmh. The current federal definition 
of serious emotional disturbance indudes a pervasive mood of unhappi- 
ness or depression as a characteristic of this disability, but relatively few 
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children meet the other crit^^a for speciid education ^rvice^that the 
ccHiditicm e^dste to a nmrked dejgtec, that it has exfeted over an extended 
perked of tiime^ and that it ftdver»rfy affects eduoitioiml performance. 
Pnibleim that are taanmtory (biou^t on by situatkmaioises} would not 
qualify a student for special educaticm. Furthermore, although depres- 
sion^ with ite accompanying a»g?iitive problems, would very UMy 
always affect eduoitional performance, students who appear to be per- 
foritring satisfactorily (on g^de level or alH^ve) are rarely brought to the 
attentitHt of the assessm^mt team. A gifted child who is d«.^pr^sed, for 
e?i(ample, may never be noticed or referred unl^ he or she h also failing 
in schcwl, 

Studatts u4io sfttw sipis of (kfmcssian pHtfttiai suicide slwuld be neftrred 
previa! eduaititm a^smment Although many depress ami/or suicidal 
yi ungsters may not meet the CTiteria fur sf^al education services, the 
assessment process provides a means of Iniorming and consulting with 
parents and other school professionals regarding the education and 
welfare of the child. It may also reveal health pnrfjlems, learning 
problems, or emotional/l^havioral problems that were previously un- 
detected. Hie special educaton as^^ment prt>cess should not be used 
instead of assessment by a mental health professional, but rather as an 
additional restmrce. 

Special ediicalioft nsH*$$me$H sliould include asse^mntt depfv^hn and 
potential stiidde. Authorities have often suggested that evaluation for 
suicide potential should l>e included in the diagnostic pnKedure for a 
child referred for any reason to a physician or psychiatrist. Assessment 
instrumen ts are now readily available that an? suitable for use by a schcnil 
psychologist who has been trained in general interviewing techniques 
as well as in the use of the instruments (See Chapter 2 for additional 
information on assessment instrumenui). Pfeffer (1^) has listed the 
following as reliable and easily administered checklist (with interview 
or self-reporl formats) for the measurement of depressii>n and suicidal 
behavior in children a*id adolescents: 

1 . Spectrum of Suicidal Behn vfor Scale (Pfeffer, 1 986). 

Z Schedule for Affwtive Disorders and Schizophrenia for School-Age 
Children (K-SADS) (Chambers et al, 19©). 

3. Diagnostic Interview Schedule for Children (DISC) (Costello, 
Edelbrock,&Coslello, 1986). 

4. Schedule for Affective Disorders and Schizophrenia (SADS) (En- 
dicott&Spitzer, 1978). 

5. Children's Depresnion Inventory (CDl) (Kovacs, 1980). 
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6. Scale for Suiddal Ideation {Beck, Kovacs, & Weissman, W9). 

7. Suicide Intent Scale (Beck, Beck, & Kiwacs, 1^; Beck, Wei^j^nian, 
Leister, & Trexler, 1976). 

taufer and Green [\^X7) have developed a aimprehensive ap- 
pruach, based im research findings}^ sfHfctficaliy for the assefisment and 
treatment of depressed and suicidal youth. The treatment pn^gram 
provides for both an individualized ji^an for assessment and prevention 
of suicidal behavior and an intervention plan, with multiple awponents, 
which is implemented by a cfHirdinatiK) team of profe^ionals and layper- 
Siins. A variety of mcHlets, checklists, uh^ervaUimal outlines, and cUnica! 
tests are used in the assessment, and input is sought fn)m multiple 
sources including teacheni, counselors, parents psychi^k>gjists, and 
psychiatrists. The outc«>me of the assessment, the Behavioral Intervene 
turn Plan (BIP), descrii^fs the actions to be taken ami which member of 
the team will carry out each strategy. A case manager, in amjuncttim 
with the team, makes assessments at various stages of the implementa- 
tion prtKcss to determine whether or not adjustments should be made. 

Vica$H^ment of smicuiitl risk in ifoung ptxyf^e (vn5/rf s of aft tiHihiHtiim afthc 
degree to u4iidt the various risk ^tit^ and/or ftrecipitatw^ events are fmnkitt 
in their tin's at that sfHrcific time. The most ctwrntmly cited warning signn 
of potential suicide indude (a) extreme changes in behavior; (b) a pa'- 
vious suicide attempt; (c) a suicidal threat or statement; and (d) signs oi 
depression. Particularly important is the act of making final arrange- 
ments or '•getting the hiuise in order" (C aietzU>e, 1%9a) or pnKuring the 
means (e.g., buying a gun or hoarding pills). Substano: abuse is also a 
ptiwerful predictt>r of suicide in young people. Most caidal i>f all is the 
presence of a detailed, feasible, and lethal plan. SchiHiI personnel shi>uld 
not be afraid to ask the student directly abtmt a suidde plan, using such 
questions as ''Are ytm planning to hurt younielf? Have you thought of 
killing yt>urseU? Htw do you plan to do this? Do yi>u have a gun (or 
pills)? When do you plan tt^ do this?" Other guidelines for ctmnseling a 
student who is suicidal are included in am^her CKC publication 
(Cuet7Joe,1^b). 

S\fm}Hims ofi^uicida! Mmvior ^inmiJ mn^r /v is^mwed. When a t fas,sr«nnn 
teacher notices changes in a student that may indicators of suicidal 
behavior, immediate action is crucial. Teachers and other schtwil pi'rson- 
nel who detect signs of depres.sion or potential suicide in a student must 
immeduitely notify the schcM>l contact persi)n, who will in turn notify the 
parents and other appropriate individuals in the schtu*! and a>mmnnity . 
The student should be kept under ck>se supervision and ma^t m>t h'kft 
aUme. 
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It is Important to let the student know that adu\H in the school are 
concerned atout his or her welfare* Students wh'^ are depressed or 
suicidal may misinterpret uncertainty or failure to respond as lack of 
caring (Cuetzloe, 1989b; McGee & Guetdoe, 1^). 

Teacfta^ parents, and Oher caregivers (iswdl^physiciansattd mentalhmlth 
professionals) must oWe to realize the sjfm^oms of depressimt in i^mg 
peof^, as wdl as the warfting sipis of suicide, so 0tey can make appropriate 
rt^rruispr assesment and treatnmt. Bauer (t9^ and Muse (1^) have 
provided brief and easily understcK>d descriptions of the symptoms of 
depression as they may be exhibited in the classroom or the home. The 
following is an adaptation of th^ and other similar descriptions: 

L Academic signs. 

a. Unexplainable decline in academic performance. 

b. Loss of interest in school subjects. 

c. Decline in the amount of effort expended, 

d. i; in unfinished or messy work. 

e. Givmg up easily when attempting schiHilwork, 

f. Complaining of being im tin?d to finbh assignments. 

2. Social behavioral signs. 

a. Disruptiw behavior. 

b. Withdrawing fmm Hiuria} cimlact. 

c. Antist>dal behavic^r (lying, stealing). 

d. Unreasonable fears (phobias). 

e. Alienating peers and/or becoming unpopular. 

f. LcK^king tired or falling asleep. 

g. Risk-taking or restiessness. 

3, Cognitive signs. 

a. Problems in concentrating. 

b. Ft^rgetfulness. 

c. Indecisiveness. 

d. Lack of confidence. 

e. Expressing suicidal ihoughte or intentions, 

f. Preoccupation with death. 
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4. Emotional iMgns. 

a. Poor selfnesteem. 

b. Irritability. 

c. Exo^ive complaining, 

d. General mood of unhappint?!^ (dysphoria). 

e. Feeling guilty- 

5, Physical signs (wWch may not be noticed an school). 

a. Changes in sleep patterns (sleeping too much or too Utile). 

b. Sudden weight gain or k^s. 
c Change in apf^ftite, 

d. Complainte aln^ut illness, pain, or feeling tired. 

e. UK>king or acting *.^owed down"" (psychomotor retardation) or 
''speeded up^ (agitation or hyperactivity)* 

The Indwidualized Eduaition Progmm f/EP) cfa studmt with sifrnf^oms of 
depressiofi or sukidalhimviorslmuld htcludcgoalsand d^ecliws rdated to the 
attevmtion of riskfuctvrs injted in theasse^aiL Symptoms of depression 
and suicidal Iwhavior should, twause of the associated potential for 
harm to the child, take precedence over a low reading or mathematics 
scone or other pmblems. The specific risk factors noted in the assessment 
should be included and addressed in the lEP. Sfwial educaticm class- 
niom curricula sh<mld include topics, units of study, and instructional 
programs that address the risk factors assi>dated with depre.ssion and 
suicidal behavior. 

It is extremdy impc^ant to include uppropmte^mil}/ imK>lvef?wJt as part of 
ffte school program for depressed and potefttially suicidal }foun^ter$. Family 
probkms are important risk factors for both depression and suicidal 
behavior It is extremely important that the family receive information 
and support from the school, induding help with referrals to affordable 
treatment providers (public or private). The treatment plan should in- 
clude provisions for family education, counseling, or therapy, generally 
recognized as essential ti> successful treatment for a depressed or xuieidal 
youngster If the child has been identified as having a disabling a>ndi- 
tion, family educatiim can be included in the lEP as a related service. 1 o 
whatever extent is legal and possible, the school should a>operate in the 
provisiiin uf support to both the child and the family. 

If the plaamefit of a def^e:^ or suicidal dtild is dmnged for any reasofi the 
fvcciinng ^od or program slioidd be immediately ?iof i/ferf, so that approprmte 
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mpemsiim can be ^gferferf- Information about smcide attempts or threats 
diould he rekyed to a rweiving facility hy tekphuiw (or crther inunediate 
means) rather through the mnrnal xhoci m^, and the sending agency 
should carehUly dcKrument this report Such information should abo 
Income part of schocd rKords^ to forwarded with other n^ooids to the 
next program or 5chcK>l the student attends. 

There are gefterallif $ermce$ svaikMe m tfw sdtod and community that can 
provide treatment and fcMoohup pr def^essed and suiddal i^mth. Among 
conununity resources that generally provide a^essment and treatment 
for suicidal you^ are crisis stdtnKzatifHi units; psychiatric hospitals; 
community mental health centers^ private f^ychdogbts, psychiatrists^ 
and counselors; and other health and human service agencies. Con- 
tintied treatment and foiIo%vup may alu) be effectively pmvided by soda! 
workers, nonmedical therapist, mental health workers, and volunteers 
who have receivwi appropriate training* School personnel should serve 
as members of the support team- 

Vte major respmsMitics of the ckssrwrn teadtvr (in etthcr the regular class- 
twm or the special educatwfi progmm) are detection afid refenat—bcing alert 
to sipts of depression potentkl suicide and noting $udi bdmior to the 
Imilding aisis team or aher approprmte individuals within tfw sduiol. The 
appropriate pnnredures to follow should be outlined in the schcnil inter- 
vention plan- In a crisis situation, it is also imfH>rtant for a teacher to (a) 
listen carefully to a student in distress; (b) take the problem seriouj^ly; (c) 
verbalize caring and concern; and (d) act without hesitatitm to get help 
for Xl^ student Teacheni may also be called upon (in either an emergency 
situation or as part of an established instructitma! program) to conduct 
classnn^m discussions abi>ut suidde prevention. 

Discussions with studefits sliould stress (a) tin* resimrces (individuals and 
agencies} tlrnt are awiloMe to help studmts in digress; and (b) the stefts theif 
mn take in seeking hdp pr thentsdivs, their friends, and their families in case 
of an emergency. Students should be encouraj^d tt^ use adults within the 
sdiool (counselors, administrators, teachers, and other members of the 
faculty and staff) as resources in getting assistance for themselves or 
others. They should ateo know how to summon help in an emergency 
situation when they are not in schiK^l. For example, the following are 
instructions for reporting any emergency situation to the pt)Iice operator, 
as outlined by law enfiircemenl agencies^ which could be practiced in the 
cIassnH>m; 

1. Remain calm. 

2. Be patient AIU?w the operator lime to write down the necessary 
information. 
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3. Talk slcn^y and dearly. 



4. Stete your rtame^ address, and telephone number. 

5. Descrit^ tile inckkrnt or situation as condsdy as pcmiUe and ^ve 
the location. If necessary^ use directioi^ such as ''North,'' 'South,^ 
^East," or nVest*" Do not use ''up * ''down/ 'left,*' or "right" 

6. Answer ibs operator's questions dearly and concbdy. 

7. Stay on the Hi^ until the operator teUs you that aH the necessaiy 
infbnnation is complete. 

Whether or not to rm^uife midde inprmtwn as part the sduxi curriculum 
bstillatqncf^cmsif^embkprofssmmmlddm Shaffer (1^) has sug^ted 
that dassroom discussion should focus on the avmlability of crisis hot- 
lines and suicide prevention agendes in the commuruty rather than on 
suidde awareness. Because of ttie possibility of contagion rdated to 
n^dia presentations, the u% of Blms is not recommended (Guetzloe, 
1989b). 

// is extremely important tfmt any mprmtkm made amiU^e to studatts be 
simjAe and pctual Many school districts now require units or com- 
ponents on suidde preventk>n b& part of an e)dsting course in health 
education or life management sldUs. According to several researchers, 
so-called *suidde prevention*' programs may do little to change students 
attitudes about suidde, and »ome may even have a negative effect on 
those who are most in need of help. 

The question of whether or not dassroom discu^on can trigger 
siuddal thoughts and ^ons is still unresdved. One authority (Shaffer^ 
1^) has even called for a moratorium on curricular presentations 
related to suicide. The emphasis in dassroom discussion, therefore, 
should generally be on solving proUems rather than dwelling on them, 
on emotional health rather than mental illness, and on living rather than 
dying (Guetzloe/ 1989b). However, it is very im{x>rtant that youn^ters 
understand thdr own importance in preventing suidde—that they must 
report suiddal thoughts, threats, or actions (tl^ir own or their friends') 
to their parents or to adulte in the school 

The pinrnry rdes the special edumtioft tcadtcr are (a) to provide a safe, 
^rudurcd, and posi/iw classnm* amrc^metit and (b) to provide an ap- 
propriate, ^eclwe educathfial program. Authorities have noted that some 
forms of traditional therapy may t>e too stressful for depressed or suiddal 
youn^ters and may actually be dangerous. Management procedures 
that create additiox^ stress or loss may also be haimful. Qassrwm 
l^havior management systems should emphasis support, encourage- 
ment, gains, and rewards {rather than punishment)* 
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Ortem dist^ing cmlitkms mmf have imj^katums pr mnkulum and 
tmbnmt apf^dm. Imlividual or group therapy might be difficult for 
duldren with hearing impairments or language disordere. Children with 
active deBdtit may iwed a irwre directive approach rather than tradi- 
Itonal therapy. Students with learning disabilities may require a remedial 
program that addr^ses academk deficits as well as treatment for emo- 
tional prc^Iems. Treatment for suicidal l»havior, as well as the 
educational program, must be tailored to each child's needs and abilities. 

Stud^its with em(amal/Mavioml disorders, t«te at consider^e risk jfar 
suicidal h^ior,m^ requires great ikalafmerrtimjr^ 
hah in and out of the ctesnwm. Hie special educator, who is usually a 
source of cot^dmbk support for children with emotional and be- 
havioral di»}rders, may be caUed upon by a student or the student's 
family to provide information or assistance during a crisis. As noted 
previously, this is not an appropriate role expectation for a dassniom 
teacher itr any other member of the faculty, but such a situation may 
arise. McGee and Cuetzltn? (1 ««) have reported on the activities of a high 
school nfsdmrce teacher in providing continuous support, night and day, 
ti» students with emotional and behavi{)ral disorders who were also 
suicidal. The interventions were "successful," in that mme of the stu- 
dents completed suicide during the period of lime covered in the case 
studies, but several students made attempts and threats. It should be 
clearly understtK»d that a suicidal student is in danger 24 hours a day, 
not just during schwil hours. Working with these students is an extreme- 
ly demanding task. Teachers wh{» work with such studente need (a) 
training in crisis a>unsermg (such as that received by cri^ hotline 
volunteers), (b) knowledge and understanding re^rding perst>nal 
liability, and (c) professit>nal liability insurance siKh as that made avail- 
able to members of The Council fi)r Exceptit>nal Children. 

Vie roie cfthe sdiool p$ycholo$ist may he expanded to include responsibilities 
related to crisis inten*etUioth assessmettt 0} depression and poteittial suicide, 
and treatment within tlie school Poland <I^) has suggested that schota 
psychologiste have greater resjHmsibility than other schmrf perst»nnel in 
working with suiddal youth. He recommends that job descriptions of 
schod psychologists and other mentiU health profe^ionals assigned to 
the schools should include their respt>nsibilities for working with .suicidal 
youngsters, so that thdr professional insurance wouki cover their 
liability associated with this {nvt){vt?ment. This provision might also be 
considered for counselors and special educators who work ch>sely with 
such studente. 

Stark (1990), in a discussion of schfK)l-based intervention with 
depressed youngsters, has suggested an expanded role for the school 
psychologi.st that wouM include (a) training of schtxil perst)nnel and 
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parente in the symptoms ofdepre^on and the need for referral, (b) using 
a 'multiple-igatc* ^srasment procedure^ and (c) pro%^ng assessment- 
guided intervention within th? school Staiic he^ also prodded detailed 
descriptions of affectiw and cc^tive appn^ches that can be im;^- 
n^ted a scIhx)! j^ydidogist as part of the %hool program. 

Therc^{^the scfacwl caunsdor sfera&f imlude the mhttmntce <^ ccmmunica- 
tim bitweeit and mmg parents, tesdters, trmtnwnt prmnders, and the 
ikpress^ cr suicubil ^utkftt. The school count^br is a logical chtrice for 
the role of school contact i^rson, who wifl accept referrals f n>m teachers 
and other schod staffc nofify parente regarding signs of depression or 
potential suicide; and rommunirate with parents, school personnel and 
treatment providers regarding the progress of the student Thea>unselor 
is also in an kleal position to be the primary advc^te for students who 
are depressed or suicidal, interceding with teachers to effect positive 
changes in schedules or assignments. Ute counwlor may also be called 
upon to supervise peer wunseling programs or mental health ci>m- 
ponents offered by a>mmunity professionals in the schmil 

71^ sdicd, prograni tJr district administrator has specific respofisibilities 
rekted to tite educatimi and nmm$enieftt afdepre^^ or suicidal ^oitngsters. 
The primary responsibilities of the adminfetrator in either the regular or 
special education program are to fadlitate ^ pmmulgation of the school 
plan, provide training for the faculty and staff, atni supervise the im- 
plementation of approved policies and procedures. Related 
r^^nsibilities include modifications of schcH>l polides and pnxredures 
so that a safe, positive, and suppi?rtive schiitol environment is furnished 
for all students. 

A amprdwnsive atui effective school program will also inav^pyrate specific 
provisimts pr prinianf preirfttimh including (a) festering positiw em(Hioml 
ikvelofmmt, (1?) efthaifcing ^}fsicaland mental health, and (c) addressing the 
prdflenis of diildrefi and addescents before the miset of suicidal bdmvior. 
Provisions should be made for teaching and enhandng the factors that 
provide protection from depression and suicidal h?ha vior* Acctirding to 
Blumenthal (1990), certain protective factors (e.g., cognitive flexibility,, 
hopefulness, strong social sup|K>rts, removal from stressoi^, and receiv- 
ing appropriate trealntenl for an associated psychiatric disorder, which 
is mc^t impi^rtant) help the individual maintain a barrier to suicidal 
l^havior* School personnel can provide valuable assistance in this 
regard. Cognitive flexibility and hope can be taught, and removal f n>m 
stressors (particularly within the school) can be facilitated. The schwl 
can be the pivotal aj^ncy to ensure that appn)priate treatment is 
provided. School persimnel can be members of the support group and 
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can trained to provide foUow-up treatment appropriate for the schodi 
^tting. 

Many of tti« risk hckm rdated to Inrth depress^ and potential 
suldde can be addirased dimrUy, safdy, and ^Fectii^y %^tlun ihs school 
(Guetzk>e, h). Any ii^i^n in the schtxA pn^ram that hel^ to 
enhance feefir^ of worth, i^eciirity^ or self K^ntro! hm tite jK^tettiia! 
to prevent depra»ion or stiic^I behavior. Some fs^rs related to 
depr^ion and siidde have been mIdresKd in curricula that are cant'* 
merdiaQy av^able, such as thcw developed for building seif-esteemr 
combatting alienation, or leamhig self control Other variable that are 
currently under investigation may have implications for school 
programs, such as the effects of color, phototherapy, exercise, music, and 
helpingothers. Any po^tiveapproadN that issuitobie for imptementation 
within the school should be explored. 

4. Implications for Program Development 
and Administration 



IHv^lopmBnt of an eftacUw fxogmm for the ktonffffoaUon, 
mmiagwnent, odu^Uon, mttf tmaUnontofi^pnssotl or 
m^cklsi cfiff tfmft and youth rat^iirea tha davatopmant of a 
comprahan^va pton through cooporatHm mtwng ttm homa, 
tha school, and tha cmnmunfty. Tha ra^HHt^hltttlas oftha 
school ktchtda promulf^on of a cmnfi^tan^ plan for 
poffcy and procaduras, training of ^hool parsonnal, and 
provision of sarvlcas within the school 



Most of what is considered to be best practice in the field uf suldde 
prevention is not based on the results of careful research,, but rather on 
traditional treatment apprMches and so-called "clinical hunches,' There 
is little empirical information regarding the efficacy of the various treat- 
ment or management approaches in the prevention or reduction of 
depression and/or suiddal behaviors in young people. 

Special educators must infer relationships between what we know 
about depression and potential suicide and what we know about 
children with exceptionafittes. Many of the suggestions for the develop- 
ment and imj^ementation of programs for children with special needs, 
as outlined in the rest of this book, are therefore extrafK>lations from the 
research on variables related to depression and/or suicidal behavior. 

Vtereore no stmidard gutddift^ pr suicide prevefttioft progmms in tfte sclwds. 
Although school-based programs may have common components, no 
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one sdiool program wiU meet the needs of another district. The plan for 
any district shouM be promulgated by its own committee. School suidde 
prevention program* vary considerably from district to dfetrlct, but they 
generaBy provide for the fdlowing: (a) detection of warning sigas of 
potential suidde; (b) reporting and referral to appropriate individuals 
and agencies; (c) intervention by teachers, staff, or peers; (d) cooperation 
belwen and among parente, schotd resources, community agencies, and 
the shident; (e) instruction for students, faculty, staff, and parents; and 
(f) procedures for both cris» and long-tenn intervention- 

Sdioob sitould exercise ceutkm in devehprng a plan for $ukule prevention. 
The issue of whether or not school suidde prevention programs might 
trigger suiddal behavior in youngsters » still unresoWed, with experts 
aiguingon both rfdes of the question. Moreover, while some evaluation 
studies are being conducted, there are noempirical data that support the 
ef fctliveness of school siudde prevention programs. There are, in fact 
very few data to support the effectiveness of any kind of suicide preven- 
tion program. Because there is still considerable controversy related to 
the implementation of school programs for suicide prevention, educators 
should proceed wth caution in developing plans for intervention within 
the schtx)! setting (Guetzloe, 1985, 19890, imb). 

The first step in est&blishing an effectiiv and safe $diod-based program is the 
dcvfiopmatt of a comprehensive plan. Policies and procedures should be 
established for the school and/or district that clearly delineate (a) the 
appropriate steps to follow in the event of a student's suiddal behavior 
and (b) the responsibilities of the various school or district personnel in 
carrying out the plan— what should be done, the order in which steps 
will be carried out, and the spedfic person or persons resptmsible for the 
actions. 

A schod plan for suicide preventiott siiould be a team effort by all indit^iduals. 
groups, andageficies tiat may ix affected by its implemetttation. Because the 
program must reflect the needs and concerns of students, parents, facul- 
ty, staff, and the community, representatives from all of these groups 
should have a voice in its development. The indusion of students and 
faculty is crucial. Among schtxil personnel who should be involved are 
regular dassniom teachers, spedal educators, counselors, psychologists, 
sodal workers, schi>ol nurses, school and district administrators, school 
board members, cafeteria workers, bus drivers, custodians, and other 
members of the staff. Anyone who might come in ctmtact with a suiddal 
child should be invited to partidpate. 

Representatives from the following commumly services, agendes, 
and organizations should be invited to be members of the planning 
committee: mental health assodations, health and human services, crisis 



27 

3fi 



centers, medical cUnics^ hcwpitals, psychiatric facilities, counseling 
centers, law enforcement agendes, courts, correcUanal agendes^ 
televkdon stations, newsj»pers, churdhcs and other retiglnus groups, 
volunteer organizations, ami survivors' groups. Expending on the size 
of the community, there may be mon?, fewer, or different organizations 
and agencies witii an int^est in the welfare of children and 3routh. 

Acmtfmhmswesdtiidj^n will indude jmKedures rested three levels 
jmventm—far the Q^ermA cfa mtkide aims (tertianf prevetttm); pr 
dec^ng with ^ichkl attmf^ thmts, and Ueatim (seamdmy prevmticm}; 
mdpr tht mkancemait of mmUnl fwaith (jniimry prevention). Among the 
sj^dfic areas to be addr^ed in the p4an are the following (Cuetzloe, 
l«J9b): 

1 . Detecting signs of student depression or suiddal intent 

2. Assessing the student's potential for suidde. 

3. Cri«s intervention, induding emergency assistance, 

4. Communicating with a student in crisis. 

5. Communicating with parents or guardians. 

6. Referral to school services or perstmnel 

7. Assisting parents with referral to c(>mmunity agendes. 

8. Services available in the schtK>l or awmunity, 

9. Working with community agendes. 
10- Working with the media. 

1 1 . liabon with treatment providers, 

IZ FoUowup activity after a suidde attempt, 

13. Procedures to follow in tfie event of a completed suicide. 

14. Training for faculty, staff, parents, mental health workers assigned 
to the schiK>K and volunteei^. 

15. Changes in school polides and prcnredures. 

16. Modifications in prt^rams and curriculum. 

17. Providing information to students. 

Membtrrs of the planning mmmittee may sugj^st other com- 
ponents that are necessary or desirable. All possible proWems should be 
considered; no reasonable suggestion should be omitted from the plan. 
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Tfajsr resjm$^e for devdof>ht$ prnvntiott stratep^ for the sdtool must be 
hwoMgeiMe etmtt Ute services ami agenck$ currentiy avaUuMem both tlie 
sdwd and commumty, so that the pbm win refkct only stmtegie$ that ere 
fawftfe It Is important for school personnel to be sure that affordable 
services a»e avaiiaWe in the community before Including that step in the 
school plan. If there are no mental health agencies available within the 
district— a irihiation that is stiD possible in small or rural communities 
(Guel2loe,1989b)— Sv»curing such services would become a first priority 
of the planning group. If the services are present but inadequate, the 
group should establish priorities for the addition of agencies or person- 
nel. Community leaders and elected or appranted government officials 
should be invdved in developing the plan. Influential members of the 
community can be of great asastance in procuring additional services. 

&:hool personnel should be sure that mental health services are 
available to students who need them. If a dienl cannot afford services, it 
would be unethical to release that ind'rvidual without being sure that he 
or slie is receiving services from another mental health professional If 
there are no affordable services available in the community, counseling 
for suicidal youngsters should be made available in the school until such 
ser^tocan be secured (see below and Chapter 3 for additional informa- 
tion regarding leg^ issues). 

Vte full continuum of special education services is an esmttialcompotmit of the 
intervention plan. The services available ft»r depressed or suicidal 
youngsters should range from counseling, special materials, and spedai- 
ized instruction within the regular school program to the pmvt.Mon of 
education in both short-term and long-term residential placements. 
Eligibility for special education services should not denote movement to 
another class or facility, but rather the provisitjn of services in the least 
restrictive environment. Educational management and treatment of 
depressed or suicidal youngsters is often ideally suited to the regular 
classroom setting with assistance from special edumion personnel Special 
education can bring many ancillary services to bear upon the problems 
of depressed or suicidal youth. It is an extremely important compt»nenl 
of a school intervention |rfan. 

Crisis teams sfmld be dei>eloped for both (a) the sclwd leivi and (b) the district 
lefel Crisis teams at the building, district, and community levels can be 
veryeffective in dealing with not only suicidal events butalsoother types 
of crisis situations such as homicides, riots, earthquakes, accidents, and 
bomb threats. Crisis intervention teams have been established in many 
school districts across the country, including the Minneapt^lis City 
Schools; Hillsborough County, Florida; Fairfax County, Vir^pnia; and the 
Cypress-Fairbanks Sch<H)l District in Houston, Texas. 
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The mmpo^on of the oiste teaim may differ from disbict to 
district, dependingon the skills and dvaOdHlity of school and aimmunity 
members. The school (building) crms team generally includes a school 
administrator, OTunselor, the student resource officer 0f one is ^gned 
to the school), the spedal eduoition or chiki study team leader, and the 
school nurse. 

A dislrict-Iev^l crisis team generally should indude the dfeirict 
administrator or a person destgnati^ by the administmtiir, the director 
of pupil personnel servicw {j^ycholog^ts, social workers, and coun- 
selors), and the director of special education, ^ well as representatives 
from community oiTjanizations and institutions. 

Tfw plan should also prainde for a community crisb team or miwork of 
pro^hmts. The community crisis team or network should include 
representatives from the school district and any availaUe mental health 
institutions and agencies in the oommunityt The membenj of the ctnn- 
munity netv^ork can help the schm>Is both by t)ffering their own 
expertise in crisis situatitms and by helping the schintls gain access tt> 
services in the cimimunity. 

Scifool pkns i^tauld include specific pnxrdHres to fdlcnc in the tn%vt of' a 
completed suicide, a suicide attenxp, or a suicide thrmt. Specific suggesliom 
fur interventicMt and ptistvention procedures are availabk from The 
Council for Exceptional Children (Guetzlw, 1<»Wb). A schiHil plan lot 
puslvenlion is also available fn>m Phi Delta Kappa (Carfmkel et al, 1 98«). 

!t is adin^ble to seek le$al counsd re^rding tlie promulgation of 'the$chool plan. 
The issue of liabilify is both real and tn>ubling to schiuil pnifessionals, A 
number of lawsuits have been filed against school districts, charging the 
5ch cHiLs with responsibility for the suicides of young people whether the 
suicide occurred on or off the schtu^l grounds. 

Sdtod plans sfmld include procedures for documetttini; referrals, notifying 
p&rettts, atid other actitnties related to uvrking with depressed or suicidal 
youngsters. Several lawsuite filed against schtiol districts after the suicide 
of a student have cited as a basis for the complaint the failure of the 
schools to notify parents. It is imf^rative that schiK>l personnel document 
in writing their efforts m behalf of a depressed or suicidal youngster. 

A comprehetmiH.' sdtool plan will also include specific provisions for primary 
prcoefilicn. including ia)fQSttringpositix*eentt^iofHildei%ioprftait, (b) etdtanc- 
ing f^tysical and metttal healths and (c) addressing the prohlcins of children and 
adolescents before the onset of suicidal bStavic^. A number of suggestions 
for primary prevention in the schools have bren discussed elsewhere 
(Cuet^Joe, 19f{9b). Preventive approaches in the sch<K>l would include 
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(a) meeting the basic needs of food and drink, safety, ijeionging, and 
affection; (b) birildingand protedins self-esteem; (c) combatting aliena- 
tton; (d) providing effective models and mentors; (d) avoiding 
punishment; and (e) establishing long-term alUaiK» between and 
among students, peers, parents, the immunity, arel the Khoote. Risk 
factors related to lK>lh depression and potential suicide can be addressed 
directly and effectwely within the school in both procedures and cur- 
riculum (Cuetzloe, 1989b). 

Vw outcme oftfte intervention pfen Md be a written mtd appnnvd polkjf 
mid mwxdurk docutmit. A school or district policy, approved by the 
school board, serves as legal protection for school personnel as weU as 
for potentiafly suiddal youngsters. In the few lawsuits that have been 
broughtbyparentsagainstschooldistrictsorschoolpersonnelfollowing 

the death of a student by suicide, the absence of written and approved 
policies and procedures (or the failure of school persimnel to foHow the 
apprwed poUcy) appears to have made the districts nu^re vulnerable 
(Poland, 1989; Slenki»vich, 1986). AU school personnel must reorive train- 
ing so that they will be aware of and able !o foUi>w the approved ptHicy 
and procedures. 

Thetx^kymidproa^uresdmmtefitshoitldtvTeincuvdmareptkrM^^^^ with 
changes made ss necessary or desinMe. In the event of a suicide, a suiade 
attempt or a suicide threat, pwblems may be noted in the policy, pri^M- 
duivs, or the pereonnel n?sponsible for carrying c»ut the plan. After the 
crisis is over, the planning «)mmittee should meet for the purpt>.se 
reviewing the procedures and making changes deemed necessary or 
desirable. If there Is nc» crisis, the plan should still be a-viewed on a 
regular basis (e.g., once a year, along with district pnvcedures for special 
education services). 

Responsibilities of District, School, and Program 
Administrators 

Administrators at the schtwl, prtJgram, or district level should makt sure 
that the follnwing responsibilities are met: 

1. Have a plan in place that prtjvides for prevention of depn?ssi<>n 
and suicide at the primary, »eti>ndary, and tertiary levels. The plan 
should be developed ciwperatively by the schtM»l community, parents, 
and studenls. It .should also be reviewed and updated to reflect the 
changing needs of students and the resources available in the schtu)! and 
immunity. 

2, Provide training for teachers and other schtnil persi>nncl. All 
school personnel {Including administrators, cafeteru wt)rkers, bus 
drivers, librarians, and cu5U>dian.s) should receive training in the 
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symptoms of depression and potential suicide and the appropriate pro- 
ceduK-s to folk>w as outUmd in the written and approved school pdicy. 

3. Provkie positive information to students about the symptoms of 
depression md suicidal i>ehavior, resources availabte in the school and 
community, and procedures for re fminf, thcmseh^ and others to these 
services. Students should be impressed with the need to trust and notify 
responsible adults and the appropriateness of referring friends and 
seeidng help for tlwrn^lvts. They also need to know that mental illness 
<induding depre^ion) can be alleviated and that competent individuals 
and agiendes are available to provide assistance in the school and com- 
munity. 

4. Provide a system for eariy recognition, referral, and a^essment 
of shidents in distt«ss. The primary responsibilities of schot4 personnel 
are the detection and referral of depressed and suicidal students. 
Teachers and students alike can be trained to recognize the signs of 
depression and potentia* suidde and to notify the schod cx>unselor, crisis 
team, wr other appropriate indWiduals. All school pem)nnel must be 
impressed with the iniportenre of immediate referral to the appn>priate 
amtact j^rson within the schcwi. 

Referral procedures should also indude spedal education as.HesS' 
ment of a depre^ed or siiiddal student Evaluation for depression or 
suiddal risk ^ouki be included as a standard pn»cedure in the spedal 
education assessment of a student referred for any emotional, be- 
havbral, or cognitive disorder. 

5. Designate a contact pem>n to maintain commun'cation between 
and among teachers, students, parents, and community treatment 
providers. The contad perstm may be a counselor, school psychologist, 
schtHil nurw, or another knowledgeable member of the faculty. This 
person should l>e (a) able to deal with inftirmation in a calm and profes- 
sional manner, (b) knowledgeable about schtn*! and community 
resources, and (c) available during the day to discuss concerns related to 
the student's progress. 

6. Provide case management for depressed and/or suiddal stu- 
dents to assist in referral to appropriate at^ndes and following up to be 
sure that services have been received. All loo often, even when pnxre- 
dures and services are in place, some children will *fall between the 
cracks." Students with emotional and behavwral disorders, in particidar, 
may often be served by a variety of agendes with veiy little coordination 
of services. An effective program wiU require communication and 
cooperation among all the agendes and individuals that come into 
contact with depressed or suiddal youth. 

7. Provide spedal ed'ication for students who qualify for lht>se 
services and counseling and psychjilij^cal services for all students in 
need. Assistance for students at risk for depression and/or potential 
suidde should be readily available within the school. Risk factors noted 




in the a^essment process can addressed in t:it\^T the lEP for a j^tudenl 
receiving sf^^ial education serviws or the regular ^hwA program for a 
student who does not qualify for Sf^al education. 

8» Provide folk>w-up ^vlties within the schwA after a suicide 
crisis. The risk of suidde does not end when U«e crisis is over. There must 
be sufficient and knowkdj^aWe staff or vc^unteers to implement Inith 
crisis intervention and k>ng-teitn attenHon for students in need* 

% Provide a secure school environment. Every effort should he 
made to guarantee safety and security for both students and faculty 
witiiin the school 

lOL Build and maintain links between and among the students, the 
school, the home, and the a^mmunity. Many authorities have suggested 
the creation of long-term alliances among the worlds of school^ home, 
and work as ways of combatting alienation and establishing a sense of 
community in yimng people. Parents shouW Iwk upon the school as a 
resource. Every effort should l>e made to fmter trust between the family 
and ti^ schiK)!. 

11. Implement school pi^lides^ pri>cedures, and curriculum that 
enhance the students' feelings of self<imtrol and self-esteem. Every 
schiKil ptJlky should be examined in light of its effects <m the students, 
rather than its administrative amvenience, Stime school peptides and 
procedures may be detrimental to a student's «?nse of self-worth, and 
those should be changed. Severe punishment, with its amimpanying 
embarrassment and humiliation, must be avoided. The schm)l should be 
a place where children want to be. 

12. Partidpate in community task forces or other endeavors aimed 
at primary, secondary, and tertiary prevention of depression and suidde 
in young people, Blumenthal (19^1) has listed a numl>er of impi>rtant 
public health interventions that niay help prevent youth suidde, indud* 
ing the following: 

a. Restricting the availabiliiy of firearms. 

b. Increasing the education of health care professionals and the 
general public regarding the warning signs, causes, and treat- 
ment of mental illness, sutwitance abuse, arni suiddal behavior, 

c. Developing ways to minimize potentially adverse effects of 
media pnf}tenLtttt>n> of suidde. 

d- Integrating information about recognitit>n i^f symptoms of 
psychiatric illness, a>ping strattrgies, stress management, and 
the value of mental health treatment into sch<H>l health educa- 
tion programs. 

e- Developing community clinics for yt^uth at risk that offer expert 
assessment and treatment wmbined with strong amimunity 
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finks^ scxia! suppoil^ sdhoo! liaison, family education, and hot- 
lines stafifed ment^ healUi profe»k>na}s« 

f. Advocating for parity in tmurance tmtefits for outpatient and 
inpatient coverage of mental ami sul^tance abuse disorders. 

g. Coalition buQding anumg health care pro^tonals, poficy- 
makers, leaders^ and the g^rai pubfic to enhance support 
of r^eardhi and pre\^nt}on progranis. 

She has suggested that a community force should develop a suidde 
respond plan before tragedies occur in the community. She has also 
suggested ti^t the physicmn should assume the critical lemlership role 
in such endeavors, but, espec^y in the light of the educa^nal and 
collaborative nature of these endeavors, a schod miministrator might be 
more ideally suited to the taslc 
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Professional Associations and Support Groups 

American Academy of Child and Adolescent Psychiatry 
36!5 Wisconsin Avenue N. W. 
WasWngton, DC 20016 
(202)966-73(10 

American Assodation oi Suicidology 
2459 South Ash 
Denver, CO 80222 

(303) m-^ym 

American Orthopsychiatric Assodatiim 
19 West 44th Street 
Suite 1616 

New York, NY 10036 

American PsychoUij^cal Assnciation 
1200 17th Street N.W. 
Washington, DC 20016 
(202)9^7660 

Compassionate Friends, hic. 
P.O. Box 3696 
OaItBrtK>k,IL 60521 
(312) 323-5010 

Cound! for Children with Behavit>ral Disorders 
A Division of The Council for Exceptional Children 
192i0 Asstjciation Drive 
Reslon,VA 22091-1589 
(703) 620-3660 

The Ctjuncil for Exceptiimal Children 
1920 Associatit>n Drive 
Reston, VA 2209M589 
(703)620-3660 

National Alliance for the Mentally 111 
mil North Fort Myer Drive, Suite 5(H> 
Ariington, VA222{)9.16(^ 
(703) 524-76{H) 
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National Depressive and Mank Deprtfssivt? Association 
Merchandise Mart, Box 3395 
Chicago, IL 60654 
(312)99341066 

The Samaritam, Inc. 

5(X) Commonwealth Avenue 

Boston, MA 02215 

Survivors of Suicide 
184 Salem Avenue 
Dayton, OH 45406 
(513)223-9096 

PubUc and Private Research Centers 

Center for Cognitive Therapy 
Room 6f}2 

133 South 36lhStnfet 
Philadelphia, PA 19104 

Center for Suicide Research and Pre\'ention 
Rush-Presbyterian-St Luke's Medical Center 
1720 West Polk Street 
Chicago, IL 60612 

Centers for Disease Ccntrti! 

Intentiona} Injuries Section 

Diviwon of Injury Epidemiology and Control 

1600 Clifton Road N. E. 

Atlanta, CA 30333 

National C^'nter on Institutions and Alternatives 

(Information on jail Suicide Prevention) 

40 Lantern Lane 

Mansfield, MA 02(«8 

(508)337-m)6 

National institute of Correctitms (NIC) Information Center 
1790 30th Street 
Suite 130 

Boulder, CO m^m 
(303)939-8877 




National Institute of Mental Health 
5600 Fishers Lane 
RockviDe,MD 20857 
pOl) 443-2403 

Office of the Inspector General 

U. S. De{>artment of Health and Human Services 

2«n Third Avenue, MS 309 

Seattle, WA 98121 

(2)6)442-0491 

Suicide Information and Education Centre 
201-1615 lOlh Avenue S.W. 
Calgary, Alberta, Canada T3C OJ7 
(403) 245-3900 
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CEC Minl-Ubrary 
Exceptional Children at Risk 

A setcftt ftmxiSs timt provide pmctk^sh«Ug^»tulintmvsntioHs 

for chiUtrm^ risk, 

• Pn^mmittgfi^As^resswemHiViokfitStudetns. RjchanJL Simpson, 
Brenda Smith Miles, Brenda L Walker, Christina K. Onrnbee, & 
Joyce Anderson Dowmng. No.P3S0. 1991. 42 pages. 

• Abtm mid Neatest Exurptiofta! QiUdrett. Cynthia L. Warger with 
StephannaTewey&MarjorieMe^v^rn. No.P35l. 1991. 44 pa^. 

• Special Health Care in tlw Sdtool. Terry Heintz Caldwell, Barbara 
Sirvls, Ann Witt Todaru, & Debbie S. Accouloumre. No. P362. 1991 . 
56 pages. 

• Hornless arid in Nmi of Sptxial Education. L Juane Heflin & Kathryn 
Rudy. NO.P353. 1991. 46 pages. 

• Hiddefi Youth: Dn^utsfrom Special Education. Donald L. Macmillan. 
NO.P354. 1991. 37 pages. 

• Bont Substam Exfxsed, Educationally Vulnen^e. Usi>eth j, Vincent, 
Marie Kanne Poulsen, CaraJ K Cok, Geneva Wtx)druff, & Dan R. 
Griffith. Nt>. P355. 1991. 28 pages. 

• Ih'prt'ssiott and Suicide: Spi^ml Education {^tudctitsat Risk. Eleanor C. 
Guetzlw. No. P356. 1991. 45 page.s. 

» Langua^ Minm-itif Students with Disabilities. Leonard M. Baca & 
Estetla Almanza. No P357. 1991 . 56 pages. 

• Ala^iol and Other Drt(^: Use, Abuse, and Diiabilities. Peter E. Leone. 
N«.P358. 1991. 33 pages. 

• Rural. Excepti<»mh At Risk. EXjrisHelge. No. P.m 1991. 48 pages. 

• Double Jeopardy: Pregitant and Parenting Ymtth in Special Education. 
Ly nne Mucdgn»sso, Marylou Scavarda, Ronda Simp.son- Brown, & 
Barbara E. Thalacker. No. P360. 1991.44 pages. 

Save 10% by ordering the entire library. No. P361, 1991 . Call for the most 
current prior information, 7(W6a)-366». 

Sendorttersto: 
The Council for Exceptional Children, Dept K1 1 1 50 
1 920 Association Drhre, Restcn VA 22091 -1 589 
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' . , .8 topic on which no one con offonJ to 
be uninformed. Dr. Goetzloe discusses the 
signs to wotch for ond rool^es practicol 
suggestions to guide intervention." 

FronkHWood 

Protoi of Educotionol IHychology m 
Spm\ Educotion 
Univeisity of Minnesota 

• . . ,0 voluflble resource for educotorsl' 
i«TOs8.BeUsle 

prwtdert, The Associotion k the Sited 
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